MEDICAL PARK ORTHOPAEDIC CLINIC, P.A.

OR

W. CODY GRAMMER, M.D. P.A.

RECEIPT OF NOTICE OF PRIVACY PRACTICES

WRITTEN ACKNOWLEDGEMENT FORM

I have received a copy of Medical Park Orthopaedic Clinic’s or W. Cody Grammer’s  Notice of Privacy Practices.

_________________________________                        ___________________________

Signature of Patient                                                        Date

_________________________________

Print Name of Patient

I have received a copy of W. Cody Grammer’s Notice of Privacy Practices.

_____________________________                          ___________________________

Signature of Patient                                                   Date

_____________________________

Print Name of Patient

